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State: Georgia

6b. OPTOMETRIC SERVICES (continued)

Prior Approval is required on the following: (continued)

7.

10.

11.

12.

13.

Ultraviolet tint for prosthetic lenses and/or goggles for retinitis pigmentosa,
albinism, and aphakia.

Change of eyeglass prescription when the power of the axis is less than 5
degrees or a diopter change in sphere or cylinder power. New lenses must also
improve visual acuity by at least one line on a standard acuity chart.
Oversized Frames (Flatter Fit)

Trifocal Lenses

Slab off lens(es)

Hi-index plastic lenses (for prescription of less than + 6 diopters

polycarbonate lenses

Non-Covered Services

Tinting lenses (except for albinism and retinitis pigmentosa)

2. Experimental services or procedures or those that are not recognized by the
profession or the U. S. Public Health Services as universally accepted
treatment.

3. Routine refractive services and optical devices provided for recipients twenty-
one years of age or older.
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